Background: In Australia, women who give birth are transitioned from maternity services to child and health services once their baby is born. This horizontal integration of services is known as Transition of Care (ToC). Little is known of the scope and processes of ToC for new mothers and the most effective way to provide continuity of services. The aim of this paper is to explore and describe the ToC between maternity services to CFH services from the perspective of Australian midwives and child and family health (CFH) nurses. Method: This paper reports findings from phase two of a three phase mixed methods study investigating the feasibility of implementing a national approach to CFH services in Australia (the CHoRUS study). Data were collected through a national survey of midwives (n = 655) and CFH nurses (n = 1098). Issues specifically related to ToC between maternity services and CFH services were examined using descriptive statistics and content analysis of qualitative responses. Results: Respondents described the ToC between maternity services and CFH services as problematic. Key problems identified included communication between professionals and services and transfer of client information. Issues related to staff shortages, early maternity discharge, limited interface between private and public health systems and tension around role boundaries were also reported. Midwives and CFH nurses emphasised that these issues were more difficult for families with identified social and emotional health concerns. Strategies identified by respondents to improve ToC included improving electronic transfer of information, regular meetings between maternity and CFH services, and establishment of liaison roles.
Background
Continuity in healthcare has been described as the degree to which a series of discrete healthcare events are experienced as coherent, connected and consistent with the patient's needs over time [1] . In Australia, universal maternity and child and family health (CFH) services are provided to women and their families via a schedule of universal health contacts within a system of primary health care [2] .
In Australia, publicly-funded maternity services offer care during pregnancy, labour and birth and the early postnatal period. Of the women who gave birth in Australian hospitals in 2010, approximately two thirds gave birth in public hospitals, one third gave birth in a private hospital and 1% were born at home or outside the hospital system [3] . Postpartum care in the first week is most commonly provided by midwives, in hospital and in the community through home visits. Most women are discharged from maternity services between two and ten days with a small proportion of women having continuing access to midwives for up to six weeks in some models of care [4, 5] .
Following discharge from maternity services, women and babies 'transition' to ongoing publicly funded CFH services. CFH nurses offer care for children and families at regular contact points from the early postnatal period until commencement of school [6, 7] . Health activities and primary prevention screening which are conducted at each contact are governed by a schedule specific to each State and Territory. In 2013 a National Framework for Universal CFH Services [2] was released but this does not include minimum number or age-related universal health contacts. Almost all jurisdictions (except one) recommend at least five contacts, at least half of which are offered within six to eight months of birth [8] . The initial contact occurs within 4 weeks of birth although most jurisdictions recommend this occurs within one to two weeks of discharge from hospital.
The CFH service includes, but is not limited to, developmental surveillance and health monitoring, promotion of parental social and emotional wellbeing, risk identification and health promotion [9, 10] . General practice (general practitioners and practice nurses) also provide well child services opportunistically including developmental and preventative health care and immunisations [11] . These services attract an out-of-pocket fee with some subsidy through the public health insurance system called Medicare.
One of the key elements in providing effective continuity of care to women and their families following birth of a baby is a smooth 'Transition of Care' (ToC) from one service to another [12, 13] such as from maternity services to CFH nursing services. In this context ToC refers to the horizontal integration of services on the same level across the care continuum [14] . The most common point of formal transition for childbearing women and their infants occurs in the postpartum period, from maternity to CFH nursing services and/or to general practice.
The postnatal period is a particularly stressful time for new mothers faced with caring for a baby while simultaneously trying to recuperate after the birth [15, 16] . Factors that may contribute to the early postnatal period being particularly stressful for women include adverse physical and emotional health symptoms such as extreme fatigue, genitourinary symptoms, depressed mood and anxiety disorders [17] [18] [19] . Some women face additional challenges due to existing prenatal risk factors such as anxiety or stress disorders, low socioeconomic status, domestic violence, substance abuse [19, 20] . Maternal stress interferes with maternal infant interaction and has the potential to impact on a child's health and development [21, 22] .
The new mother's experience of stress will vary dependent on the level of functional support (information, practical and emotional support) provided by the her social network of informal (friends, family, peer) and formal (health professionals) structural supports [23, 24] . The value of formal structural support from health professionals has been reported in the literature. For example, MacArthur et al [25] found midwife-led, flexible postnatal care, tailored to needs of the women, could help to improve women's mental health and reduce probable depression at 4 months' postpartum. While Leahy-Warren et al [23] found that the best predictors of postnatal depression at 12 weeks postpartum were the formal (health professionals) structural support and emotional functional support at birth.
Support in the early postnatal period from midwives [26, 27] and from CFH nurses [28] has demonstrated positive outcomes for women including a reduction in postnatal depression. A recent study in Denmark, found that in order to feel secure, families needed to know that they could rely on follow-up support after discharge [29] and having the telephone number of someone to contact if they were worried in the early weeks was a predictor of satisfaction in postnatal services in a large survey of over 5000 women in Queensland [17] .
While there is published literature regarding the concept of "transition" within acute based health services [30, 31] , there is limited information on ToC between midwifery and community based CFH services. In a Swedish study of continuity between maternity and CFH services, Barimani and Hylander [13] found a service gap resulting from a lack of cooperation between midwives and child health nurses. Likewise an Australian study aimed at improving understanding of effective strategies to transfer women from maternity to CFH nursing services in NSW found that there was a lack of formal processes to ensure effective communication and promote collaboration between maternity services and CFH nursing services resulting in fragmentation of care [12] . Despite recognition of the benefits of postnatal support, discontinuity along the maternity and CFH continuum of care appears to be most prevalent at the point of transition from maternity services to CFH services. In order to optimise the transition to motherhood it is essential to explore strategies which would improve continuity of care for women and their families in the early postnatal period.
The Child Health: Researching Universal Service (CHoRUS) study is a three phased mixed methods study investigating the feasibility of implementing a national approach to the provision of universal health services for children and families. In phase one of the CHoRUS study, consultations were held with representatives of the professional associations: Australian Association of Maternal, Child and Family Health Nurses (formerly AAMCFHN now MCaFHNA), Australian College of Midwives (ACM) and key stakeholders such as policy makers and other service providers (e.g. allied health) to determine the facilitators and barriers to the delivery of universal CFH services. One of the key findings in phase one was the difficulties in the ToC of women and their babies from maternity to CFH nursing services [32] . To examine the impact of this and other concerns identified in phase one, we conducted a national survey of midwives and CFH nurses (modified for the two professional groups) in phase two of the CHoRUS study. Items to inform understandings on the method, timing, content and quality of information transferred between services as well as the facilitators and barriers to the ToC of families between hospital-based maternity and community-based child health services were included. The aim of this paper is to explore and describe the process of ToC between maternity services and the CFH service from the perspective of Australian midwives and CFH nurses.
Methods

Research design
National surveys of midwives and CFH nurses were conducted. The University of Western Sydney (UWS) Human Research Ethics Committee gave ethics approval for the study.
Data collection
The national surveys were designed to further explore the issues that were identified by professionals in phase one of the CHoRUS Study and to describe in greater detail the role of midwives and CFH nurses in delivering universal health services to women, their children and families with a larger sample of professionals. Both surveys were developed by the CHoRUS multidisciplinary research team specifically for this study, although some questions were based on a survey of health visitors in the UK [33] . Items were developed from criteria identified by professionals in phase one as being essential for effective transition of care as well as from the literature on ToC [12, 34] and continuity [35, 36] and from current policy documents [10] . Each item was reviewed for validity by content experts from each of the professional groups including stakeholders from the participating professional associations, (CFH nurses, Midwives, GPs, policy makers and consumers) and members of the research team. Both surveys were piloted using an external convenience sample from both of the professional groups. At each point, the survey was reviewed to assess the relevance of the items and suggested revisions to wording, sequencing, and response alternatives of some items. This paper reports on 25 items -five related to demographic data and 16 items related to ToC (midwives survey -14 items, CFH nurses survey -7 items, 5 items were the same in each survey). Several items were followed by text fields requesting clarification of item choice. Specific items on ToC in each survey included: timing of contact with other services, the process of information transfer between services, who completes documentation and when, the information is provided to other services etc. Professionals were also asked to rate their satisfaction with specific aspects of the ToC process e.g. comprehensiveness of information transferred.
Surveys were launched at each professional group's national conference. In addition, information about the surveys was distributed via professional associations with potential respondents being directed via a web link to an electronic version of the survey on a dedicated CHoRUS study page on the study webpage. Alternatively respondents were able to complete a hard copy version which they then returned by mail to the university. The surveys were available, from May to October, 2011 (CFH nurses) and from October 2011 to February 2012 (midwives). A total of 1098 CFH nurses and 655 midwives responded to the survey. A greater proportion of surveys were completed online (CFH nurses 68%, midwives 77%).
Data analysis
All data, including data recorded via hardcopy survey, were entered using the Qualtrics online survey platform. Data were exported to MS Excel for cleaning and then transferred to SPSS (21) for further analysis. Descriptive and inferential statistics were used to analyse responses to survey items. Content analysis was used to analyse textual data [37] . A coding list was developed and text responses were then coded into the respective code using the QSR NVivo 9.2 data management program. If the respondent's meaning was not readily determined it was coded to 'meaning unclear'.
Results
Characteristics of respondents
Phase two surveys were returned by 1098 CFH nurses and 655 midwives. However the number of responses to individual questions varies due to a direction given to respondents to answer questions based on their current role. The majority of CFH nurses and midwife respondents were female with only six CFH nurses and eight midwife respondents being male. The median age of respondents in both groups was 50 years. Across all states and territories, 84.2% of midwives and 82.8% of CFH nurses worked in urban areas with very few working in remote areas (2.9% of midwives and 1.9% of CFH nurses). CFH specialty qualifications were held by 96.7% of CFH nurses and 22.4% of midwives (Table 1) .
This was a clinically experienced cohort with just over one fifth (22.7%) of the midwives and less than half (40.9%) of the CFH nurses being employed for less than 10 years. Less than half of the midwives (45.7%) and CFH nurses (40%) worked full-time. However the proportion of full-time employment varied between jurisdictions, that is, Australian states and territories (Table 1) .
Information transfer method
Midwives were asked about the ToC and referral of women and families following discharge from hospital or maternity services. Referral in the form of discharge summaries to CFH nursing services was most common (77.4%) with almost half of the services also referring to general practice (48.2%). Midwives reported the most common mechanism for transfer of information from maternity to CFH services was 'direct fax from maternity service to the CFH centre' (45.2%), and 'electronic referrals' (35.7%). This differed across the country. Almost three-quarters (72.4%) of midwives from Western Australia, reported 'electronic referrals' as the most common mechanism for ToC, whereas in Queensland, one third (36%) of midwives reported 'women just presenting or ringing the CFH nurse'.
CFH nurses reported information from maternity services predominantly transferred via an electronic data system (51%), including mandatory birth notification. Email and fax were also common (29.7%) -either directly to the CFH centre or central intake point. The most notable variance was in Queensland where CFH nurses and midwives both reported a high percentage of 'women just presenting or ringing the CFH nurse' (40%).
Midwives were asked how ToC took place for women and babies with additional needs or risk factors. In most jurisdictions, midwives reported using a 'standard' written discharge summary process most often. This implied that information about the woman and her infant was detailed on a discharge summary and sent to the CFH nursing service or GP without any contact between the two services. Approximately one quarter of all respondents (25.6%) indicated that someone from the maternity service telephoned the CFH nurse or other services for families requiring additional support. Variations were found in the states of Victoria and Tasmania where midwives 51.6% and 58.8% of midwives respectively reported ToC occurring via telephone contact. This suggests that in these two states a higher proportion of midwives prioritised a person-to-person transfer of information for women and families with risk factors.
Information transfer
When asked about the timing of information transfer, 88.5% of midwives reported routinely sending discharge summaries. However, only three quarters (74.5%) of midwives who worked in private hospitals reported routine discharge summaries being provided for all women compared with almost all (92.9%) of the midwives working in the public sector. A small proportion of midwives (3.4%) reported providing discharge summaries only for women with risk factors identified (8.5% in the private and 2.2% in the public sector). In contrast, midwives in the private sector were less likely to send discharge summaries for women who were judged not to have risk factors compared with the public sector (14.9% vs 3.6%).
The professional responsible for completing the discharge summary was most often the midwife caring for the woman at discharge from hospital. Over two-thirds of the midwives (70%) reported that discharge summaries were completed within two days of discharge (i.e. including those completed on or before the day of discharge). CFH nurses reported that their service received birth notifications or discharge summaries within five days of discharge (82.7%), and an additional 7.2% indicated this occurred by 10 days. A further 10% of CFH nurses reported that their service received summaries greater than 10 days after discharge from maternity services.
Midwives were asked whether their maternity service offered a postnatal home visiting service and to identify the type and length of service provided. The majority of respondents (88.7%) indicated that their service did provide home visiting ( Table 2 ). In maternity services offering home visiting, 47.4% visited at least three times in the first week ( Table 2 ). Additional client information collected by the midwife during the home visiting period recorded in the client record was not routinely included in the discharge summary.
Text comments from CFH nurses in relation to the ToC indicated problems with the transfer of information collected by maternity home visiting services to CFH nursing services Almost one in five CFH nurses (17.8%) reported that their service made first contact with some women in the antenatal period. However, most CFH nurses (83%) reported that their service first contacted women within two weeks of the baby's birth. An additional 12% reported that their service first contacted women and families within four weeks (Table 3) .
Quality of information transferred
The quality of information included in the discharge summary is critical as it is used by the CFH service to inform the level of support required and the prioritisation of women with higher levels of need [38] . Early engagement of women and the provision of support and access to support through mothers groups, professional services and other resources in the community is especially important for women with or at risk of mental health issues [39] .
CFH nurses were asked to indicate how often they perceived that their service received 'all the necessary information' about a woman and her newborn from the maternity service to provide ongoing support. Two-thirds (66.7%) perceived that they received all the necessary information from the maternity service 'all of the time' or 'frequently' (Table 3) . Information was reported as received 'sometimes' by 26.6% and 'rarely' or 'not at all' by 6.8% of CFH nurse respondents (Table 3) . Similar ratings were provided by the midwives who were asked to indicate whether they believed the information provided in the discharge summary was sufficient for the CFH professional to plan ongoing care. Midwives used a five-point scale, ranging from 1 (insufficient information) through to 5 (more than sufficient information). Midwives rated the information provided in the discharge summary as 'sufficient' (45.7%) and 'more than sufficient' (26.6%) ( Table 4) . No variation across states was noted in either the CFH nurse or midwifery scores regarding adequacy of information transferred.
This was not supported by many of the open text responses where midwives indicated that the information persuaded was inadequate. Respondents described this as being due to: staffing issues (shortages or inexperienced staff filling out the forms) and the design of the discharge summary. One midwife wrote:
[The] information is not always accurate due to limited postnatal care and time in hospital. It would be so much better to actually be able to handover verbally/face to face information re high risk families to the nurse that will be providing the care: currently too much red tape and admin blocks that are all too time consuming. We have lost what the focus for the referral actually is all about: to provide appropriate follow-up for the families that most need the care, not to meet KPI's [key performance indicators] re universal health home visiting…' (Midwife 119, NSW) Specific problems included limited options in official documentation on where to provide individualised information especially on social and emotional problems. In public hospital services, psychosocial assessment was reported to be undertaken routinely by 86.9% of midwives, however only 38.9% reported this information being included in discharge summaries. This discrepancy was even more notable in the private sector with 52.3% reporting routine psychosocial assessment being undertaken while only 15.9% including psychosocial details in discharge summaries ( Table 5) .
Effectiveness of transition of care
The overall effectiveness of the ToC process from maternity care to CFH services was assessed using a 5 point scale, ranging from 1 (not effective) through to 5 (extremely effective). Only 36.6% of midwives rated the process for ToC for the majority of women and/or babies as effective (4) or extremely effective (5), despite previously reporting information provided in the discharge summary as 'sufficient' or 'more than sufficient' (72.3%) ( Table 4 ). The transition process for women and/or babies identified with at risk factors for poor physical or mental health outcomes was only slightly better with 40.4% 4 or above (Table 6 ). Midwives were asked to explain their rating of effectiveness by responding to an open-ended question. There were 372 textual responses of which, 113 (30%) provided negative feedback regarding the effectiveness of the ToC process. Negative comments included; insufficient or missing individualised data, doubling up of service provision, lack of feedback to midwives from CFH service, staffing issues, and system issues of time lag, difficulty in contacting CFH nurse¸being actively prevented from contacting CFH nurses directly if concerned about a family.
There were also comments which indicated tensions regarding the ToC. For example, one midwife indicated that women are often coerced into agreeing to transition to the CFH service and then suggests that neither general practice nor the CFH nursing service is able to cater for family's needs. This midwife wrote:
'It is an expectation that women WILL want the [CFH nurse] service, women are approached [about ToC at] 7.30-8 am, often on day 3 when they are vulnerable, a CFHN/stranger walks into the room, with all this information, women know little about the service and generally agree to anything to get the CFH nurse out of their room, not all women can afford to see GP for follow up care/6 week check/concerns about their baby, OR there is a 6-8 week wait for an appointment. CFH nurse appointments only and wait [the waiting time] is similar. "Transition" is dreadful.' (Midwive 69, VIC)
In contrast, some midwives were concerned that women would not connect with CFH service if left to arrange their own transition, for example:
'most mothers are expected to find their child health clinics themselves' (Midwife 372, QLD) 'most low risk women left to self refer but most risk factors may not be evident until after discharge from maternity service' (Midwife 608, QLD)
Some midwives indicated that their role in postnatal care is misunderstood by CFH nurses and others emphasised the misunderstanding of midwife's role and differences in philosophies of care. CFH nurses were also asked to comment on the effectiveness of ToC. Of the 525 responses, 245 provided negative feedback regarding the ToC process. CFH nurses perceived problems were due to: discharge from SCN and NICUs, early postnatal discharge, transitions from private hospitals and a lack of understanding of the CFH nurses' role. For example:
'Very rare to receive recent information from hospital i.e. history etc. Even after making contact and leaving details with SCN (Special Care Nursery) babies are often discharged without notifying CFH nurse.' (CFH nurse 609, Vic) 'With early discharge those women in public hospitals are entitled to one or two Domiciliary Home visits to care for breastfeeding issues etc. However, often only have one visit then a quick phone call "is everything alright?" CFH nurse doesn't get to see mothers until day 7 -14 so many disasters can and do occur…' (CFH nurse 994, Vic) Problems between the private sector and CFH service included lack of follow-up support for women, non referral to either the CFH nursing service or to a GP, inadequate information transfer (delayed or poor quality). The CFH nurses identified:
'Electronic birth notification as per legislation. Verbal or written(fax/email) information is patchy and almost never from Private hospitals. We are told this is because hospital midwives are too busy to regularly give a handover to maternal + child Health Nurses.' (CFH nurse, 546 VIC) '... often information is not received from the private hospital until requested by the child health nurse following presentation of the mum to clinic or phone call from mum…' (CFH nurse706, NT)
'major [public] hospitals provide home visiting but private patients miss out and it is expected CFH nurse has to pick up the slack especially if premature and early discharge. Certain private hospitals do not necessarily always have good breastfeeding follow-up.' (CFH nurse 888, Vic) CFH nurses also perceived that maternity staff underestimated the value of the CFH nursing service and therefore do not actively promote the service to women. This in turn may contribute to a poor ToC for families. For example:
'I do not believe that maternity staff (clerical and nursing/midwifery) understand the nature of the ongoing service that (CFH nurses) provides and hence undervalue the importance of timely handover of information that would aid service delivery.' (CFH nurse NSW, 539)
Improving transition of care
Text responses regarding the effectiveness of the TOC process included a small number of suggested strategies to improve the TOC from midwives (4%) 16/372 and from CFH nurse (6%) 23/525. A specific liaison role to support ToC was the most common suggestion by both groups. Other suggestions included: joint visits to families by CFH nurses and midwives to facilitate handover, all women provided with information antenatally or during hospitalisation on the value of CFH nursing service, an opt out system of consent to ensure all women are contacted by CFH nursing service, improve information content, improve 'I would prefer an 'opt out' system of consent to contact, as currently a lot of work on part of hospital midwife, central administration, local CFH nursing service administration and local CFH nurse just to get a client on our list. Also we miss quite a few who have signed consent but we never get the paperwork.' (CFH nurse 881, SA)
'Regular visiting to the maternity unit by CFH nurse, weekly case conferencing with midwives, CFH, Indigenous Health Worker, Indigenous Liaison worker, social worker, Child Protection officer and monthly attendance from the Aboriginal medical service. Faxed referrals are received from the private hospital.' (CFH nurse 1014, SA)
The majority of midwives (53%) suggested regular meetings between maternity and CFH services to discuss transition and problems experienced by 'at risk' families. Approximately one-third (32.4%) suggested verbal handover as a strategy.
Discussion
The aim of this paper was to explore and describe the ToC between the maternity service to the CFH nursing service from the perspective of Australian midwives and CFH nurses. A smooth ToC process is promoted to facilitate effective continuity of service [40, 41] . 'Continuity of service' refers to the provision of service consultations and/or interventions which are linked into a coherent care strategy. A previous qualitative study by Homer et al. [12] and published findings from phase one of the CHoRUS study [32] report numerous problems with the ToC from maternity to CFH services including ineffective communication pathways, restricted information transfer, duplication of service provision. In phase two of the CHoRUS study, presented in this paper, we found that ToC for the majority of women and families occurred via an electronic referral or direct fax of maternal obstetric information from the maternity service to the CFH nursing service (93% public vs 74% private hospitals). Participants reported a small proportion of families (17% overall) are requested to contact the CFH nursing services themselves though this was much higher (36%) in Queensland.
The National Safety and Quality Health Service Standards [42] call for 'timely, relevant and structured clinical handover' using standardised processes and information data sets to support safe patient care. However, this study found limitations in the comprehensiveness and quality of the information transferred. Limitations included poorly completed summaries and a format which prevented inclusion of additional individualised information, particularly about social and emotional wellbeing. In a state wide review of discharge summaries in Queensland [43] researchers found that while women's basic personal information was included, many discharge summaries did not include information about support services women required or were accessing.
In our study, discharge summaries are most often completed by the midwife caring for woman on the day of discharge. Discharge summaries are sent from maternity within two days of discharge and received by the CFH nursing service within five days (and up to 10 days) of discharge. Information transfer for families with identified risk occurs via the same process, although additional phone contact is regularly made on behalf of these families in two states (VIC and TAS).
Barimani and Hylander [44] highlighted the importance of individualised communication transfer processes for children and families with identified risk. In phase one CFH nurses complained that 'poor' communication resulted in them being left unsure of the medical histories, existing plans and further management required for families with risk factors. This was confirmed in phase two with midwives and CFH nurses reporting that discharge summaries lacked important information on client social and emotional problems and other individualised client information. This was particularly problematic when women gave birth in the private sector. Psychosocial assessment was reported to be undertaken routinely by midwives employed in the public and private sectors (86.% public, 52.3% private) but was poorly reported in discharge summaries (38.9% public, 15.9% private). Similar findings were reported by Jenkinson and colleagues [43] .
When information is not transferred women are required to either repeat their story or choose not to reveal important aspects of their history to the next health professional. This creates the potential for families with risk factors being left unsupported. Rollans et al. [45] , identified that CFH nurses believed they were 'well equipped' when information on psychosocial needs was forwarded at ToC, while others confirmed that they were not always 'forewarned' and they 'don't know what they will find' when information was not transferred [45] .
Home-based postnatal care provided by midwives is reported by women as helpful and satisfying [46] . Most hospitals provide midwifery home visiting services to women within the first week of discharge. However, information collected at midwifery home visits was not routinely included on discharge summaries and midwives reported difficulties contacting CFH nurses to provide additional information. Difficulties with contacting CFH nurses may have been exacerbated by a higher percentage of CFH nurses in part-time employment (56.6% of respondents). Several studies have referred to staff shortages or inexperienced staff completing documentation also contributing to the poor quality of information transferred [13, 47] .
The review by Jenkinson et al [43] of the discharge process in Queensland also found that discharge summaries did not capture information on care provided by domiciliary services [48] . CFH nursing services first contact with families was usually made within the first two weeks (and up to 4 weeks) of discharge. Contact is not necessarily a home visit but may be a phone call used by the CFH nursing service to assess whether a home visit is required. Families instructed to contact CFH nursing services themselves may never connect. Therefore, families at risk and who might benefit most from a home visit and ongoing services are at additional risk because they are unlikely to contact services [49, 50] .
In this study, we found a level of tension exists between midwives and CFH nurses which impacted on the ToC. This tension has been reported elsewhere [51] . While this tension was most often linked to problems with the transfer of information, tension seemed to be influenced by the difference in each group's philosophy of care, and a lack of understanding on both sides of the qualifications, role and contribution each brings to their work. Homer et al [12] also identified a lack of respect and understanding from midwives and CFH nurses of one another's role and expertise. Professional role identity is essential for successful interprofessional working [52] . Interprofessional conflict may result without clarity around public professional identity [53] . Ineffective, information transfer therefore directly affect the success of ToC in a practical sense but may also affect the development of a trusting relationship between the client and health professional involved at that point.
Much of the tension between the two professional groups seems to be generated by the overlap of services during the postnatal period. Home visits by midwives occur in the first one or two weeks post discharge (up to six weeks in some services) and many CFH nursing services reported contacting women within 5 days of birth. Gaps existed in other areas where CFH nursing services do not receive sufficient information from maternity services to screen women for need via an initial visit or are unable to visit until 4 weeks. Similarly, in a qualitative study evaluating a quality improvement initiative to improve in-patient postnatal care and processes to transfer women home, midwives providing postnatal care at home reported their first home visit taking longer as a consequence of incomplete hospital discharge notes [27] .
CFH nurses reported additional problems connecting with families when babies had been admitted to special care and neonatal intensive care nurseries and when women were discharged from private hospitals. Private hospitals were particularly problematic with limited or no psychosocial information, inefficient transfer of information, lack of referral to community services, and very few hospitals offering midwifery home visiting. Similar findings were noted by Jenkinson et al [43] who reported significant gaps in the content of discharge summaries, particularly in psychosocial and cultural information, and post-dsicharge advice [48] .
Our understanding of the way in which the combination of neurological, biological and environmental factors influence development and long term outcomes for children has increased dramatically over the last decade [54, 55] . Adverse events and/or chronic deprivation have been linked to poor behavioural outcomes, physical and mental ill health in adolescence and adulthood [56, 57] . An individual's response to stress is determined by both the cumulative effect and the level of stress exposure [58, 59] . This realisation highlights the need to identify families with children at risk for adverse experience in early childhood. The concept of proportionate universalism whereby a basic level of health and educational supports in the early years are available to all families, with more intensive supports offered through negotiation with families when a need is identified is now being promoted as the most effective system-wide approach to meet the needs of all children and families [60, 61] .
However as phase one [32] and two of this study has demonstrated, delivery of a universal health service remains problematic due to poor communication systems, insufficient resources, the inadequate interface between private and public health systems and poor collaboration between professionals and services. Addressing these gaps in service continuity at ToC is therefore crucial. Ideally intervention should be initiated early, while brain plasticity is at its height making change possible [60] . Support and/ or intervention should be provided during the antenatal and very early childhood period. Attempting to intervene at a later stage of development is more costly and less effective [60] . Ensuring women and families connect and remained connected to the maternity and CFH service is therefore important.
Strategies to improve ToC
Hesselink, et al [62] undertook a systematic review of interventions to improve patient handovers from hospital to primary care. All but two studies included multicomponent interventions that used a comprehensive program, model or a liaison role. Specific strategies used within interventions included a liaison person, timely transfer of discharge summaries and client information, face-to-face or telephone case conferences [62] . Similar strategies were identified in our study, particularly for women and families with additional needs or risk factors for poor social and emotional health.
Strategies to improve the transition process should include changes in the information transfer process at both ends of the ToC process. Some of the tensions expressed by midwives regarding the CFH service appear to surround their inability to contact the CFH service when required. Likewise CFH nurses are unable to feedback to maternity services on subsequent care of families. The redesign of the client data collection tool to reflect individual needs of women is required [48] . Jenkinson et al [43] also advocate increased involvement of women in the completion of their own discharge summaries, providing women with the opportunity of discussing options for their post natal care.
As part of the National Maternity Service plan (2010) for the middle years 2012-2013, the Australian Health Ministers Advisory Council (AHMAC) made several commitments aimed at improving referral and information transfer from maternity services to CFH services. These included the introduction of the pregnancy hand-held record which is currently available in many Australian jurisdictions with attempts at a standardised national form currently underway [63] . These records, however, only record information provided before birth. To be useful in the postnatal period would require a redesign to include birth and postnatal details. The second AHMAC commitment was to map existing maternity service to CFH service information transfer and referral processes; however no significant progress has been made. Other varieties of health data linkage systems currently exist in several states (New South Wales, South Australia, Western Australia and Victoria) [64] . Generation of discharge summaries from women's electronic record are recommended to facilitate the timely transfer of consistent and comprehensive information on both women and their babies to professionals providing post natal care [43] . A shared electronic record was been proposed nationally to rectify the communication and information transfer problems [65] .
Strengths and limitations
This study is the first large national study of transition of care from maternity to CFH services in Australia and as far as we are aware internationally. A mixed methods design enabled us to use a qualitative approach in phase one to identify issues from the perspective of midwives and CFH nurses. These issues were subsequently able to be confirmed and explored by a larger number of midwives and CFH nurses, using a quantitative approach in phase two.
This study is limited by several factors. This paper reports the perspectives of only two (midwives and CFH nurses) of the groups of professionals providing universal health services to women and families. Every effort was made to enrol similar numbers of midwives and CFH nurses from the various states and jurisdictions across Australia. Although participant numbers were large (655 midwives and 1098 CFH nurses) the response rate varied between states and jurisdictions. As participation in the study was voluntary, we also acknowledge that participants who agreed to be interviewed may have different views to midwives and CFH nurses who did not participate. Therefore participant responses may not be representative of all Australian midwives and CFH nurses and as such the study findings cannot be generalised broadly. However, the findings of phase two confirmed phase one findings and they are also consistent with the limited literature available regarding ToC across the maternity and child and family health continuum.
Conclusion
Despite the existence of formal and informal models of transition there are significant problems with ToC for maternity services to CFH services in Australia. Improved ToC will require substantial changes in the information transfer process. A generic discharge summary designed to include psychosocial and biophysical information with the capacity to include additional information individualised to each women is necessary. A woman centred approach to discharge planning should be implemented. This would include encouraging the participation of women in planning their own postnatal care, the completion and dissemination of the discharge summary to services identified by the woman as providing ongoing support. In addition, families with identified risk factors require development of individualised processes for transition to CFH services initially and then onto additional services as required. Effective and more frequent communication between health professionals and the timely transfer of client information are essential to ensure continuity of care between midwifery services and other CFH professionals. Finally, the roles and responsibilities of health professionals in the provision of maternity and child and family health require clarification to avoid duplication of services and to lessen the current tension around role boundaries.
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